that embryological studies show clearly that the fundamental lesion in spina bifida is an overgrowth of part or the whole of the neural axis leading at its cranial end to exencephaly (anencephaly) or in less extreme cases to the ArnoldChiari deformity, in its lower parts to myelocele. Where the degree of overgrowth is sufficient to prevent closure of the neural tube, secondary degeneration sets in, leading to the atrophic appearance commonly seen at birth, and to lack of function. It is possible that some of the unusual reflex responses observed in these cases represent the persistence of abnormal neural connexions associated with the primary overgrowth.
As to the superficial reflexes, observations on the plantar reflex in spina bifida cases (Claireaux 1963) . Analysis of the necropsy! findings in stillbirths in the first and second two and a half year periods of the Blackpool survey showed that the improvement had occurred in the maceration only and antepartum asphyxia groups; 85% of the babies in these categories were born in consultant units, and the antenatal histories were studied in detail. The major pregnancy abnormalities were pre-eclamptic toxaemia and hypertension, and antepartum hmmorrhage. These had not declined in incidence, but were associated with fewer stillbirths, although the differences were not significant. In cases of toxxmia, an increase in the Cxsarean section rate may have helped to improve the foetal salvage. However, in the maceration only and antepartum asphyxia groups, most of the fall in the number of babies occurred in mothers with no detectable abnormality of pregnancy, so the reason for the improvement remains obscure. It has been suggested that the lower perinatal mortality in the area was due to interest in the problem stimulated by the survey. This is unlikely to be the sole explanation as the improvement was not in the intrapartum asphyxia and birth trauma categories, for example, but mostly in cases of antepartum feetal death which were unassociated with complications of pregnancy.
Although the first-week death rate remained unaltered, there were significant changes when the babies' weights were considered. The mortality of babies born in the consultant units and weighing 2,500-1,000 g fell from 17 % in the first period to 12% in the second, due to a significant fall in the incidence of pulmonary syndrome of the newborn since delayed ligation of the cord, with gravity assisting the transfer of blood to the baby, was introduced as a routine procedure (Bound et al. 1962) . Unfortunately, the improved survival rate in small babies was offset by more deaths amongst babies weighing over 2,500 g. The poorer results in this group were due to an increase in deaths from congenital malformation and pneumonia.
The larger number of fatal malformations was due entirely to central nervous and cardiac lesions which were not amenable to successful surgical treatment. They reflected a rise in the incidence of severe malformations from 7-5 to 9 1 per 1,000 births over the two survey periods.
The additional deaths from pneumonia occurred in cases of feetal distress or complicated labour with delivery by Caesarean section or forceps. Most babies died on the first day. It is hoped that a reduction in these deaths will be achieved. The second child of healthy parents; the other, a boy, is alive and well. B S shows the full Bloch-Sulzberger syndrome: bilateral pseudogliomas, severe mental retardation, hemiplegia, convulsions, and classical skin lesions of incontinentia pigmenti.
After an acute neonatal cerebral disturbance she had a new illness at 3 months, with a morbilliform rash, which proved the precursor of the pigment lesion. The eye lesions were found at the age of 8 months. The chromosome pattem and amino-acid excretion are normal.
The various elements of this syndrome are well documented, but seldom all in one case. The original case of Bloch had pseudoglioma, and this is said to occur in 10% of recorded cases of incontinentia pigmenti (Cole & Cole 1959) .
